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     SUMMARY
Background: Ligation-excision hemorrhoidectomy is considered the gold-standard treatment for 
prolapsed hemorrhoids. The procedure is commonly done under general or regional anesthesia. 
This study is aimed to assess the feasibility and tolerability of open – hemorrhoidectomy under 
local anaesthesia in our setting.
Methods: This is a prospective study carried out in Obafemi Awolowo University Teaching 
Hospital Complex, Ile Ife, Nigeria, over a 5-year period. All consenting adult patients with 
prolapsing hemorrhoids were offered Milligan – Morgan hemorrhoidectomy under local 
anesthesia. They were assessed for tolerance and complications.
Results: More than 95% of patients tolerated the procedure with manageable complications.
Conclusions: Open excisional hemorrhoidectomy under local anesthesia is feasible, safe and 
well tolerated in our environment and may encourage early presentation of patients with piles 
to hospital.
Keyword: Open hemorrhoidectomy, local anesthesia, Nigeria.
    
    [Afr J Health Sci. 2010; 17:42-46]
Introduction
Symptomatic hemorrhoid is the most common 
anorectal disease seen in most general practice[1]. The 
incidence could be as high as 36.4% [2]. Most may 
be amenable to conservative non-surgical treatment. 
Surgical options become the treatment of choice when 
conservative management has failed or in very severe 
disease[2-3]. Ligation-excision hemorrhoidectomy 
described by Milligan et al4, which has been modified 
variously [5-8], is considered the gold standard 
surgical treatment for this condition. The operation 
usually required postoperative hospitalization, though 
recently, this had been done as a day case [9]. Day case 
hemorrhoidectomy is preferably done under a mixture 
of local anesthetic agents because general and regional 
anesthetics are often associated with nausea, vomiting, 
hypertension,urinary retention and motor blockade 
of the lower limbs, causing delay in mobilization and 
discharge from hospital. In previous study where local 
anesthetic agents had been used, patients’ population 
in the study had grade 1 and 2 hemorrhoid [9-10]. 
Hemorrhoidectomy under local anaesthesia is likely 
to be preferred in Nigeria where there abound a lot 
of misconceptions about the disease and its treatment. 
Many patients also, refuse surgical options generally 
because of their reservations about general anesthesia. 
It has been documented that many Nigerian accept 
surgical option more readily when local anaesthesia 
is to be used[11]. Motivated by this, we embarked 
on this prospective study aimed at evaluating the 
feasibility, acceptability and tolerance of excisional 
hemorrhoidectomy under local anaesthesia in patients 
with severe hemorrhoids.
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Methods
Study location
The study was conducted at the Obafemi Awolowo 
University Teaching Hospitals Complex (OAUTHC), 
Ile – Ife, Osun State in Southwest Nigeria. The hospital 
services the rural and semi-urban agrarian communities 
in the southwestern Nigeria. The hospital serves as the 
referral tertiary hospital for an estimated population of 
approximately 7.7 million persons in the southwestern 
states of Nigeria.
Study population 
Twenty – two consecutive patients over a 5-year 
period (August 2001 – July 2006) who presented with 
third and fourth- degree hemorrhoids or second degree 
which has failed to respond to conservative management 
and who consented to open hemorrhoidectomy under 
local anesthesia (LA) were recruited into the study. 
The study received ethical clearance from the ethical 
committee of the Obafemi Awolowo University 
Teaching Hospitals Complex, Ile-Ife, Nigeria.
Patients considered to be American Society of 
Anesiologist grade 4 or 5, and those with coagulopathy, 
bladder outlet obstruction, associated colorectal 
tumours or other anorectal disease were excluded 
from the study. Patients were admitted overnight 
when fit except in emergencies. Pre-operatively, all 
patients had full blood count, stool microscopy and 
proctosigmoidscopy. Other investigations like chest 
X-ray and electrocardiography were done if patients 
had elevated blood pressure.
Technique
Premedication was achieved with intramuscular 
pentazocine 30mg (12patients) or pethidine 50 – 
100mg (10 patients). The premedication was to ensure 
conscious sedation during operation. Patients were 
placed in lithotomy position with intravenous fluid in 
situ. 
All operations were performed by the second 
author. Before the commencement of the operation, a 
local anesthetic anal block was performed by perineal 
infiltration and pudendal nerve blocks (within the 
Alcocks canal of ischio – rectal fossa) using 40ml of 
0.5% Lignocaine with 1:200,000 adrenalin (figure 1 
– 4). Twenty millimeters was injected to achieve ring 
block around the anal opening, while 10mls each 
was injected on either side to achieve pudendal nerve 
blocks. All patients had standard ligation and excisional 
hemorrhoidectomy. The skin tags were excised when 
present. Intraoperatively pain assessment was done 
using modified visual analogue scale by the first 
author (Table 3). Patients who could not tolerate the 
procedure under local anaesthesia were converted to 
general anaesthesia. At the end of surgery, the anal 
canal was packed with Lignocaine gel impregnated 
gauze for hemostasis and some analgesia. Further 
post operative analegesia was achieved by use of 
intramuscular pentazocine given 30mg every 6hours 
for the first 24hours; thereafter tramadol tablets 100mg 
8 hourly were given orally with 10mg of Diazepam at 
night for the next 5days. All patients were placed on 
perioperative metronidazole for 24hours
Twice daily sitz bath and after each defecation were 
ensured. Patients also had 10mls of liquid paraffin 
thrice daily with adult diet (solid food plus roughages) 
commenced from the same day of operation. All 
patients were assessed daily for post operative 
bleeding, and were discharged home to clinic within 48 
hours of surgery after ensuring adequate anal function 
by digital examination. Follow up was for at least one 
year. Anal dysfunction was assessed at each visit. 
Data collection and analysis
A standardized data collection instrument was 
designed to keep the data for all the patients. Patient’s 
sociodemographics, grade of the haemorrhoid, duration 
of symptoms and the modified visual analogue rating 
were recorded. The complications identified were 
also recorded. Data entry, editing and analysis were 
conducted using SPSS version 11.0 (SPSS Institute, 
Chicago, IL).
Results
The total numbers of patients who present with 
symptomatic hemorrhoids during the 5-year study 
period were one hundred and twenty. Only 22(18.3%) 
patients consented for the ligation and excisional 
haemorrhoidectomy under local anesthesia. Eighty-
eight (73.3%) patients were managed conservatively, 
8(6.7%) had surgery under spinal anaesthesia and 
2(1.7%) patients had surgery under general anesthesia. 
Their age ranged from 25 to 65 years, median 
43years, and mean 44.73years (SD 13.24). Among the 
consenting patients, males accounted for 12(54.5%) 
while females were 10(45.5%) [Table1]. The duration 
of the symptoms of hemorrhoids before presentation 
was between 6months to 15years (median 5years). 
All the studied patients presented with prolapsing 
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hemorrhoids with more than 75 percent having third 
and fourth degree (table 2, figures 1, 2 and 5). Nineteen 
pile masses were located at the position of 3 O’clock, 
18 at 7 O’clock, while 15 were at 11 O’clock. Three of 
the hemorrhoids were associated with thrombosis.
Table 1:  Age and  Sex Distribution 
Frequency   Sex
   Male  Female
21 – 30   1    4
31 – 40   4    1
41 – 50   3    3
51 – 60   1    2
61 – 70   3    -
Total    12    10
Duration of surgery ranged between 35 to 65 
minutes, median 60 minutes, and mean 57.7 minutes 
(SD 12.5). The visual analogue rating of the patients 
were presented in table 3. Twenty one patients 
tolerated the local anesthesia. One patient (4.5%) had 
to be converted to general anesthesia because he could 
not tolerate the procedure under local anaesthesia. The 
time from the administration of the local anesthesia 
to the first sensation of pain was between 60 to 90 
minutes for most patients. Overall complication 
rate was 31.82%. No patient had significant primary 
hemorrhage (blood loss was between 25 – 50mls).  
Two patients (9.1%) had reactionary hemorrhage 
manifesting by fully soaked anal gauze pack. 
Table 2: Degree of Hemorrhoid 
       Frequency          Percentage
  1st degree   -  -
  2nd degree  5  22.7
  3rd degree  12  54.6
  4th degree  5  22.7
Table 3: Modified Visual Analogue 
Grades  0 Not acceptable 
 1 Poor (Converted to general anaesthesia)
 2 Fair (pain and discomfort, augmented  
  with diazepam injection)
 3 Good (little discomfort and complaints)
 4 Excellent (no complaints)
Tolerance  Rating  Frequency
 0 Nil  0.0%
 1 1  4.6%
 2 5  22.7%
 3 16  72.7%
 4 0  0.0%
This however stopped spontaneously after 
repacking. Another 2 patients had acute urinary 
retention which resolved spontaneously after 
reassurance and analgesics Two patients (9.1%) had 
anal stenosis which later responded to serial digital 
anal dilatations over 3 months. No incidence of anal 
incontinence in all the patients.
Table 4: Complications after surgery
Complication          Frequency          Percentage (%)
Reactionary Bleeding  2  9.15
Leakage of Fluid faces 2   9.1%
Urinary retention  2   9.1%
Anal Stenosis   2   9.1%
Recurrence   Nil  0.0%
Total   8  36.4%
Discussion
Local anesthesia (LA) was first introduced to surgical 
procedure done for haemorrhoids with the aim 
of controlling pain which usually complicate the 
procedure. Subsequently, it was considered that the 
procedure can be done completely under LA. Surgeries 
done under LA have some important advantages. 
These advantages include early ambulation and 
subsequent discharge from the hospital, reduction in 
total cost of the procedure and it encourages doctor-
patients interaction during the procedure[11]. All these 
advantages are much more relevant in our environments 
where most of the patients seen in our center belong 
to the low socioeconomic status and where many 
misconceptions about the causes of haemorrhoids 
abound. Several patients seen in our center are afraid 
of postoperative complications and hence, most decline 
surgery even when indicated. Some of these fears like 
fear of impotence for men after surgery are unfounded. 
Low total cost of the procedure and assurance of being 
awake during the procedure enhanced our patients’ 
acceptability of surgery]12-13]. 
Achieving adequate analgesia during Ligation-
excision hemorrhoidectomy made some surgeon to 
prefer spinal or general anesthesia[14-15]. Some recent 
studies had shown that adequate pain control can be 
achieved with the use of local anesthesia when patients 
are medically fit and psychologically prepared for the 
procedure [16-17]. This study further corroborated the 
fact that hemorrhoidectomy under LA is not only well 
tolerated but practicable and feasible in our locality 
where this concept has not been widely practiced. 
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Though patients were not stratified based on there 
age group in this study, both young and old patients 
tolerated the procedure well.  
Pain is the most common complication of 
hemorrhoidectomy [16,18]. Immediate post operative 
pain control and patient’s comfort in the immediate post 
operative course following the use of local anaesthesia 
would have been improved by the continued effect of 
the local anaesthesia and pre-operative analgesia[18]. 
The presence of adrenaline in the Lignocaine may also 
be helpful to reduce intraoperative bleeding which was 
observed during the procedure. While local anesthesia 
together with short-acting intravenous sedation 
avoids problems associated with general and regional 
anesthesia, early complications of surgery remain 
unchanged. The complications seen in this study were 
not different from other studies [19-21].
It is hoped that this work, though with a small number 
of patients may prompt more surgeons to offer local 
anesthesia to patients undergoing hemorrhoidectomy, 
as this may encourage early presentation to hospital. 
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